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PRESIDENT'S STATEMENT
ON HARMONIZATION

T

HE SUBJECT OF harmonization
in jointness of standards of
medical FAA/JAA certification is
always a lively discussion. In the
Dr. Almond
Civil Aviation Medical Association, the international membership status brings
lively discussion into all meetings on the subject
concerning "variables" in our established standard
regulations as printed by the U.S. Federal Aviation Administration, with comparisons with the
JAA's regulations show only slight — but occasionally wider differences.
Perhaps many of the US FAA flight surgeons
are not too tuned to the comparative differences
in aviation medical regulations on each side of the
Atlantic. This will be related later in a more complete CAMA major meeting, but even a "longer
leg" of the FAA/JAA variations relates to strong
pilot training and certification differences on each
side of the pond.
A recent article in the June 2004 Rotor and Wing
relates to the subject. Medical variance may be just
a surface of the situation! Read the reprint [see
page 12] and expect more on this subject in future
CAMA Bulletins and meetings.
—JRA
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REMEMBER OUR NATIONAL IDENTITY: DUTY, HONOR, COUNTRY

BY SENATOR JOHN McCAiN

A s YOU MAY know, I spent
/ ^ five and one half years as
~Z. jL.a prisoner of war during
the Vietnam War. In the early
years of our imprisonment, the
NVA kept us in solitary
confinement or two or three to
a cell.
In 1971 the NVA moved us
from these conditions of isolation into large rooms with as
many as 30 to 40 men to a room.
This was,as you can imagine, a wonderful change and
was a direct result of the efforts
of millions of Americans on
behalf of a few hundred POWs
10,000 miles from home.
One of the men who moved
into my room was a young
man named Mike Christian.
Mike came from a small town
near Selma, Alabama. He
didn't wear a pair of shoes until he
was 13 years old.
At 17, he enlisted in the US
Navy. He later earned a commission
by g o i n g to Officer Training
School. Then he became a Naval
Flight Officer and was shot down
and captured in 1967. Mike had a
keen and deep appreciation of the
opportunities this country and our
military provide for people who
want to work and want to succeed.
As part of the change in treatment, the Vietnamese allowed some
prisoners to receive packages from
home. In some of these packages
were handkerchiefs, scarves and
other items of clothing.
Mike got himself a bamboo
needle. Over a period of a couple of
months, he created an American flag

and sewed on the inside of his shirt.
Every afternoon, before we had
a bowl of soup, we would hang
Mike's shirt on the wall of the cell
and say the Pledge of Allegiance.
I know the Pledge of Allegiance
may not seem the most important
part of our day now, but I can assure you that in that stark cell it was
indeed the most important and
meaningful event.
One day the V i e t n a m e s e
searched our cell, as they did periodically, and discovered Mike's
shirt with the flag sewn inside, and
removed it.
That evening they returned,
opened the door of the cell, and for
the benefit of all of us, beat Mike
Christian severely for the next
couple of hours. Then, they opened

the door of the cell and
threw him in. We cleaned
him up as well as we could.
The cell in which we
lived had a concrete slab in
the middle on which we
slept. Four naked light
bulbs hung in each corner
of the room.
As I said, we tried to
clean up Mike as well as we
could. After the excitement
died down, I looked in the
corner of the room, and sitting there beneath that dim
light bulb with a piece of
red cloth, another shirt and
his bamboo needle, was my
friend, Mike Christian. He
was sitting there with his
eyes almost shut from the
beating he had received,
making another American
flag. He was not making the
flag because it made Mike Christian feel better. He was making that
flag because he knew how important it was to us to be able to Pledge
our allegiance to our flag and country.
So the next time you say the
Pledge of Allegiance, you must
never forget the sacrifice and courage that thousands of Americans
have made to build our nation and
p r o m o t e freedom a r o u n d the
world.
You must remember our duty,
our honor, and our country.
"/ pledge allegiance to the flag of
the United States of America and to
the republic for which it stands, one
nation under God, indivisible, with
liberty and justice for all. "
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LETTER
FROM
THE

EDITOR
BY DAVID BRYMAN, D.O.

T

HE RECENT AEROSPACE Medical
Association Meeting in Anchorage,
Alaska, in May proved to be very
successful for CAMA members. In
addition to attending the Aerospace
Medical Association (AsMA) Meetings,
there were several CAMA functions that
took place also.
One tradition of CAMA, known as
"CAMA Sunday," is an organized lecture series that takes place the Sunday
preceding the start of AsMA's formal
schedule. This year's topic was "The Age
60 Rule." Lectures were presented to an
audience of approximately 50 attendees.
The program was moderated by Dr. Jack
Hastings, AsMA's Vice-President, and a
CAMA officer and board member.
Speakers included Pete Neff, an
America West Airline captain and graduate student of Embry-Riddle Aeronautical University. Pete presented original
research and survey results of Aviation
Medical Examiners around the country.
The majority of AMEs was in favor of
eliminating the Age 60 Rule. The research suggested retirement age would
be more appropriate at age 65. Also, the
AMEs surveyed were in favor of adding
additional tests such as cognitive screening and exercise stress tests over age 60.
We heard from Robin Wilkening,
M . D . , M P H , w h o concluded t h a t
"there is insufficient medical evidence
to support restriction of pilot certification based on age alone." She also
stated that "the most common causes
of incapacitation are not cardiovascular and not age-related, and have never
been the cause of a commercial aviation crash".

We were presented the legal issues of
the Age 60 Rule by Samuel D. Woolsey,
J.D., who maintains an excellent Web
site at: www.age60rule.com.
Dr Ken Edgington from the UK presented the JAA perspective on flying after 60 years of age. According to Dr
Edgington, "The probability of two pilots over 60 being incapacitated on the
same flight is one in 10 billion."
The Airline Medical Director's Association meeting was likewise very successful. The meeting took place on Saturday
and was attended by many CAMA members. We look forward to maintaining our
close relationship with AMDA, as both
organizations have very similar interests
and share many members.
Other CAMA events in Anchorage included the CAMA Luncheon, which was
very well attended. Our guest speaker,
Felix McGuire, discussed the new VFR
route from Nome, Alaska, to Siberia,
Russia. His presentation was both informative and entertaining. Dr. Petra Illig,
a CAMA member also with the Alaska
Pilots Association, discussed plans in the
works to extend the Russian route to Japan. Through the efforts of these aviation pioneers, we will one day have the
ability to fly our own aircraft to Japan
from the United States.
The final program for CAMA in
Alaska was our board meeting. This
meeting, under the direction of our
President, Dr. Almand, was successful
and concise. One item of discussion was
plans for our Omaha meeting in October 2004. This will be our annual CAMA
scientific session. The meeting will be
both enjoyable and educational, and I
would like to invite all of our members
to attend.
I would like to encourage our members to send articles or items of interest
for publication in The Flight Physician.
You may E-mail them to
David Bryman, D.O.
@
flydoc85d@msn.com.

FP
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BACKGROUND AND
PROCEEDINGS OF AsMA's
FIRST MEETING IN 1929
Aviation required an organization of
physicians trained in Aviation Medicine to foster aviation safety: The antecedents to the establishment of the Aerospace Medical Association.
BY J. ROBERT DILLE, M.D.

O

N FEBRUARY 10, 1908, the
United States Army signal
Corps accepted a bid of
$25,000 to build a test plane that
would meet their 1907 specifications
and they ordered one heavier-thanair flying machine from Wilbur and
Orville Wright. Their remodeled
1905 machine that carried two seated
occupants had been demonstrated to
the Signal Corps and in several
European countries.
In 1911, Oxford University physiologists J.S. Haldaneand C.G. Douglas and Yale University physiologists
Yandell Henderson and Edward C.
Schneider studied the physiological
adaptation of man to low atmospheric pressure in a laboratory on
Pike's Peak. Considered a classic
study in aviation physiology, the results were published in the Proceedings of the Royal Society in 1912 and
in Philosophical Transactions for 1913.
In 1912, the Army bought its second airplane from the Wright Brothers. With the expansion of aviation,
there are tales of pilot selection by
lateral transfers within the Signal
Corps, preference for those with
horsemanship, and assignment of
some military personnel who no
longer could walk. It was obviously
time to consider physical standards
for pilots.
On February 2, 1912, the US
Army's War Department published
the first instructions concerning the

physical examination of candidates
for aviation duty. The Department
of the Navy issued similar instructions on October 8. The equilibrium
test for both was to stand on both
feet and then on one, and to walk and
hop forward and backward on a
straight line and in a circle, all with
the eyes both open and closed. The
number who passed the exam is not
known.
New standards for physical
qualifications for fliers were sent to
the Chief Signal Officer of the
Army by the Surgeon General of the
Army on July 22, 1914. A search
had been made for such regulations
in force in foreign armies and none
was found. A physiology textbook
was used as a basis. By Signal Corps
endorsement, examinations were to
be made in General Hospitals and
Recruit Depots in different parts of
the country.
Col. Samuel Reber, head of the
Aviation Section of the Signal
Corps, visited the office of the Surgeon General of the Army to report
that no applicant had been able to
pass the physical examination for
up to six weeks. He asked that the
standards be lowered so that the
Aviation Section could obtain personnel. This was done.
As early as April 1914, Dr.
Theodore Charles Lyster, a physician
assigned to the Army Surgeon
General's office, appreciated the importance of temperamental and
physical qualifications for fliers. Vision (acuity, color fields, accommodation), ocular muscle balance, depth
perception, and errors of refraction
were of particular concern. Many
discussions were held before the US
entered World War I.
Ophthalmologist
William
Holland Wilmer and otologists
Isaac Hampshur Jones and Eugene
Richard Lewis met with Lyster in

Philadelphia in May 1917 to set
physical standards for fliers in the US
Army. The requirements for ocular,
aural, nasal, general physical fitness,
and nervous and emotional stability
would apply to military and some
civilian pilots for many years.
Dr. Jones, who established the first
Physical Examining Unit for applicants for duty with the Aviation Section of the Army Signal Corps at the
University of Pennsylvania Hospital,
starting May 15, 1917, was asked to
help establish 34 more units and to
recruit 500 medical officers to staff
them. (Eventually there would be 67
units that examined approximately
100,000 applicants.)
On September 6, 1917, Dr.
Lyster was assigned additional duties as Chief Surgeon, Aviation Section, Signal Corps, by War Department Special Order 207. Later that
month, Lyster established a 5-member Medical Research Board that
included Drs. Wilmer and Lewis.
Yandell Henderson, Ph.D., was the
Chairman.
Because the Board was charged to
study the effects on the aviator of the
peculiar conditions involved in flying, the members established an Air
Service Medical Research Laboratory
at Hazelhurst Field, Mineola, Long
Island, N.Y. Departments would include physiology, cardiology, ophthalmology, otology, psychology,
neurology, and psychiatry.
In December, Drs. Lyster and
Jones sailed for Europe and spent
three months visiting aviation and
medical units to determine medical
problems needing study at the new
research laboratory.
Despite delays in b u i l d i n g ,
equipping and staffing the laboratory, it was surprisingly productive
by F e b r u a r y 1918, and work
Continued —>
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increased rapidly in amount and
importance over the n e x t four
months. Three medical officers received special training and became
" f l i g h t surgeons" (a new term
coined by Drs. Lewis and Jones).
Captain Robert J. Hunter, the first
flight surgeon to report, investigated
three aircraft accidents, held sick call
and discussed hygiene, mess, rest,
shade, recreation, and exercise during his first two weeks at Park Field,
Tennessee, in May 1918. The Laboratory deployed 34 officers and 15
technicians to Europe with 14 tons
of equipment, including a low-pressure chamber for close support of the
AEF in response to a cable from General Pershing in August. Dr. Wilmer
headed a unit at Issoudun.
In the short time before the end
of the "Great War," the aviation
medicine personnel determined
causes of some accidents, stressed the
importance of improved aircraft reliability, treated illnesses and "staleness," improved morale, and reduced
deaths to zero for the period October 3-15. World War I ended November 11, 1918.
In 18 months, US medical personnel in the new field of aviation medicine had developed realistic and durable physical standards, set up an
examination program to process
100,000 pilot applicants, had determined operational medical problems
from field observations and studying
the findings in allied countries, had
established a research program to improve selection testing, and had
started a training program for flight
surgeons in May 1918, which was officially designated the School of Aviation Medicine in November 1922.
The physician who first recognized
the needs and directed these efforts, as
an "additional duty," Theodore Charles
Lyster, is usually called the father of
aviation medicine in America.
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The draw-down in military funding and staffing after the Armistice
was rapid. The Research Laboratory
was disbanded after a fire in 1921
destroyed the labs and all records.
The School survived under the command of Lt. Col. Louis Hopewell
Bauer, who had succeeded Col.
Wilmer as Director of Medical Research Laboratory.
Also remaining were the book, Air
Service Medical, attributed to Drs.
Jones and Lewis, Dr. Lewis' book
Equilibrium and Vertigo, dozens of
articles in the scientific literature
(Henderson, of Henderson-Pierce
Rebreather fame, had 25 listings;
Schneider, who gave us the Schneider
Index, had 51; Dolman had five on
ocular muscle balance and depth perception, etc.), and hundreds of physicians with some exposure to military exams and the new challenges in
aviation medicine.
The first attempt to organize a
professional association of flight surgeons was made by Dallas physician
John O. McReynolds when he invited a group of medical officers who
had served with aviation units to a
three-day meeting in Dallas beginning May 24, 1919. The group met
again on June 15, 1919, with the
American Medical Association
(AMA) in Atlantic City and formed
the Air Service Medical Association.
Dr. McReynolds was elected president; vice presidents were Theodore
C. Lyster, Isaac H. Jones, William H.
Wilmer, and Eugene H. Lewis. The
Air Service Medical Association met
with the AMA in New Orleans, April
26, 1920, when Louis H. Bauer was
elected a vice president, and in Boston, February 28, 1921, when William H. Wilmer became president.
They accepted an invitation from Dr.
Bauer to meet at the School of Aviation Medicine, Mitchel Field, New
York, November 16 and 17, 1923,

instead of with the AMA in San Francisco. The following year, they met
with the Association of Military Surgeons of the United States (AMSUS)
in San Antonio and petitioned for
consolidation as a section of AMSUS.
Of 1445 members, 59 j o i n e d
AMSUS and 38 already belonged.
The Air Service Section of AMSUS
soon lost its identity; its last recorded
meeting was at Carlisle Barracks, PA,
in 1927.
After President Coolidge signed
the Air Commerce Act on May 20,
1926, Secretary of Commerce
Herbert Hoover obtained Dr. Bauer's
release from the Army Air Service to
become the first Director of the
Medical Service in the Aeronautics
Branch of the Department of Commerce, effective November 16, 1926.
In six weeks, Dr. Bauer had developed the first physical standards for
civilian pilots. They were based
largely on the Army standards.
By February 28, 1927, Dr. Bauer
had appointed the first 57 physicians
as aviation medical examiners
(AMEs). Only two have been identified as pioneers in military aviation
medicine. Ophthalmologist Conrad
Berens of New York City served in
Branch Unit No. 1 with the AEF at
Issoudun. He published papers on
the ocular effects of altitude mJAMA
(1918) and Scientific American
(1919). Dr. Edwin S. Ingesoll of
Rochester, NY, served in Aviation
Unit No. 1 that was detached to work
with the British.
Dr. Bauer published articles on
"Importance of the Eye in Flying" and
"Altitude Test for Pilots" in the September and October issues of a new
journal, The Physical Examinist._ Dr.
Bauer edited the section of Aviation
Medicine. Four other articles that
dealt with physical examinations and
Continued on page 7
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IMPLICATIONS OF Roux-Y GASTRIC BYPASS
FOR THE FLIGHT SURGEON
Anatomical rearrangements compel the patient to eat in a certain manner. When the patient complies, all is well. Deviation from the constraints can produce significant and temporarily disabling reactions
BY GREG PULAWSKI, M.D.
BARIATRIC SURGEON, COMMERCIAL INSTRUMENT PILOT

R

oux-Y GASTRIC bypass is a
combination of a restrictive and
mal-absorptive procedure performed
for the purpose of weight loss in the
morbidly obese patient. It is designed
to produce a sustained weight loss of
between 50 to 100% of excess weight
over a time period of two years.
Weight loss is most rapid initially after surgery, and weight loss
tends to decrease as the patient is
further out from surgery. There is
a failure rate to maintain weight
loss over the long term that may
reach up to 8% if there is inadequate patient selection or inadequate patient preparation.
There are two major anatomic
alterations that have major consequences in this procedure.
Chew Well First
The first alteration is the division
of the stomach into a small proximal gastric pouch that receives food
and a large distal gastric remnant
that does not. The proximal gastric
pouch allows liquids to pass
through in a relatively unrestricted
fashion, while restricting solid food
intake to a maximum of half-a-cup
per meal. All solid food must be
ground to a pulp through the process of chewing prior to swallowing since the small stomach pouch
is not able to perform this function.
During the first three to six months
following surgery, it is suggested
that all medications be taken in a
crushed or liquid form. The connection of the pouch to the small
intestine can be sufficiently narrow

during this healing period. Therefore, a large pill can cause an obstruction of the pouch. The l i m i t
of half-a-cup of solid food per meal
requires that the patient eat six
meals per day for the rest of the
patient's life. Failure to do this will
result in inadequate calorie intake.
Typical caloric intake is about
1,100 to 1,200 calories per day. It
is strongly suggested that patients
separate solid food intake from liquid food intake so that the pouch
stays full longer and provides a feeling of satiety for about three hours.
It is also strongly suggested that
carbonated beverages be avoided.
Taking one bite of food past the
feeling of fullness (which is usually
reached at half-a-cup of food) can
result in vomiting, pain, and pressure felt in the epigastrium or lower
chest. These symptoms can last up
to two hours.
Bypass Segment
The second alteration in anatomy
is that when food leaves the gastric
pouch, it enters the small intestine
directly. Digestive juices, however, are
not allowed to mix with the food
until it has been expelled and reached
a certain length down the small intestine. The length of extent is typically between 100 and 200 centimeters. This measured extent is referred
to as the bypass segment. No caloric
absorption occurs in this segment due
to the absence of bile and pancreatic
juices. This provides a measure of
mal-absorption, which adds to the
weight loss.
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Avoiding Dumping Syndrome
The third consequence of the
operation has to do with the bypassed section of the small intestine. From a mechanical standpoint, as previously mentioned, liquids easily pass through the gastric
pouch restrictive portion of the
operation. It is possible, from a mechanical standpoint, to increase
caloric absorption by d r i n k i n g
high-calorie sugary liquids. These
liquids typically have a high osmolarity. Most patients are averted
from cheating on the restrictive
operation in this manner because
the bypass section of the small intestine will react to this type of liquid with the "dumping syndrome."
This reaction occurs quite rapidly
after c o n s u m p t i o n of a sugary,
high-calorie, hyper-osmotic drink.
It involves light-headedness, a desire to lie down, sweating, tachycardia, flushing, crampy abdominal
pain; often accompanied by retching and explosive, non-controllable
diarrhea. The reaction can be mild
or extremely severe and may last up
to six hours.
Thus, these anatomical rearrangements compel the patient to eat in a
certain manner. When the patient
complies, all is well. Deviation from
the constraints can produce significant and temporarily disabling reactions. The constraints are:
• Six small meals of solid food per
day
•Liquids consumed separately
from solids
• No carbonated beverages
• No sugary, high-calorie liquids
• Food must be thoroughly masticated prior to swallowing
As previously mentioned, most
surgeons strongly suggest that
Continued —>
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medications be consumed in a
crushed or liquid form for the first
three to six months.
One other effect is that medications will be absorbed more rapidly
from the small intestine. Thus, for
example, small amounts of alcohol
will produce a rather rapid increase
in blood alcohol level.
The operation can be performed
through laparoscopic or open means
and can be treated as any other abdominal procedure from that standpoint. Usually, a 20-pound weight restriction for six to eight weeks is the
main limitation. Pain-controlling
medications are usually taken for the
first week post-operatively.
Effects of changes in cabin pressure should be no different from a
patient with normal anatomy once
the patient is considered recovered
from the operative procedure.
Most surgeons suggest vitamin
supplementation that includes a multivitamin with iron, B complex, and
calcium citrate for two years after the
procedure.
It is common for certain patients
to have food intolerance levels during
the first year or so after surgery, though
this will vary from patient to patient.
Certain foods will "not sit well" early
after surgery; a month or two later, this
can change. White bread is one of the
most commonly reported foods that
cause this sensation.
During the first two years, patients
are instructed as to the amount of
protein that should be consumed. If
this is not adhered to, there may be
some hair loss during the first year
following surgery. To achieve adequate protein intake, it is usually
necessary for every meal to contain
an adequate amount of protein.
FP

hypoxia from Dr. Schneider and
three military flight surgeons appeared before the j o u r n a l ceased
publication in early 1928 after only
four issues.
The number of AMEs grew rapidly (to 704) by June 30, 1929. Army
and Navy flight surgeons were also
qualified to take the examinations.
At a meeting in Dr. Bauer's office of 39 AMEs and representatives
of the Army and Navy December
15, 1928, the importance of the
flight surgeon in the rapidly expanding field of aeronautics was
stressed. This meeting was held in
conjunction with a conference to
commemorate the 25 lh anniversary
of the Wright Brothers' first flight.
Air carriers were now flying over
41,000 miles each day in the US.
A decision was made to establish an
organization of physicians concerned with aviation medicine.
Dr. Isaac Jones had attended an
International Conference for Air
Navigation held during January 1919

in Paris, where international requirements for commercial flying were
drafted. The United States probably
never ratified these requirements.
The first annual meeting of the
Aero Medical Association of the
United States was held in Detroit October 7-8, 1929, in conjunction with
the 5th annual National Air Tour to 32
US and Canadian cities. Approximately 35 AMEs attended. The program included a tour of the Stinson
Detroiter Airplane Factory and available flights. Business discussions included publication of a journal, meeting in conjunction with the National
Air Races in 1930, and the election of
officers. Dr. Bauer was elected President. Dr. John A. Tamisiea presented
the only paper (a brief one on blood
pressure findings in 30 Boeing Air
Transport pilots over 2.5 years). A discussion of Department of Commerce
medical certification problems completed the program.

FP

Dr. Dille is the former director of the FAA's Civil Aeromedical Institute.
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The Canadian Aerospace Medicine and Aeromedical Transport Association (CAMATA) started in
1997. The Canadian Society of
Aerospace M e d i c i n e ( C S A M ) ,
which existed for many years and
the Canadian Association of AeroMedical Transportation Systems
(CAATS) preceded it in 1990.
CAMATA was a merger of both org a n i z a t i o n s and, a m o n g o t h e r
things, Dr. Blizzard is Past-President of all three organizations.
Dr. Blizzard's main area of expertise was and still is pilot fatigue—

and flight duty times—and transporting patients by air.
Previous recipients of the prestigious "Dr. Wilbur Franks Award"
include Dr. Ian Anderson, Director
of Civil Aviation Medicine; Dr.
Roberta Bondar; Dr. Ken Money,
Astronaut; and Dr. Gary Gray, physician to NASA.
The Civil Aviation Medical Association takes this opportunity to
thank Dr. Blizzard for his dedication
to civil aviation medicine and support of the Civil Aviation Medical
Association. Dr. Blizzard is well deserving of this high honor.

FP
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OCULAR DISCOMFORT ABOARD
COMMERCIAL AIRCRAFT
BY HOWARD BACKMAN, L.Sc.O., O.D., FAAO (EMERTIUS)
AND FARIBORZ HACHIGHAT, B.Sc., PH.D.
CONCORDIA UNIVERSITY, MONTREAL, QUEBEC

T

HE VENTILATION SYSTEM for
indoor air space should provide
acceptable clean air for more that
80% of the occupants. Aircraft cabin
air quality (IAQ) has become a major
public health concern for both airline
employees and passengers.
ASHRAE (American Society of
Heating and Ventilation Engineers)
and the aerospace Medical Association (Passenger Health Committee
of the Air Transport Medicine
Committee) reviewed factors such
as ventilation, humidity, temperature and contaminants relative to
passenger health (1-3).
Haghighat and Backman performed a study relation ocular discomfort and indoor air quality in
office buildings and aboard several
types of aircraft (4-5).

DRY EYE
The term dry eye is commonly
used to indicate problems of the
ocular surface connected with a reduction of the pre-ocular tear
film. There may be abnormalities
in the quality and/or quality of the
pre-corneal tear film layer. Dry
eyes may be due to age, health (including the effect of some medications) and the e n v i r o n m e n t .
Dry eyes are more prevalent in
menopausal females, people wearing contact lenses, allergies, and
dry mucosa. In the office building study, 29% of the population
reported eye irritation.
Thirty-two percent of the office
population reported frequent eye

irritation when the relative humidity was low; 44% reported increased
eye irritation when the temperature
ranged from 22 to 26 degrees C.
AIRCRAFT ENVIRONMENT
The average aircraft temperature
aboard almost all aircraft ranged
from 19 to 27 degrees C. Most
flights averaged a relative humidity level of 7%. Carbon dioxide levels varied from 386 to 1,091.2 parts
per million. Among three different
types of aircraft studied, DC-9,
Boeing-767, and Airbus A320, the
average t e m p e r a t u r e range was
highest in the Boeing-767, the relative humidity was lowest in the Airbus 320, and the range of carbon
dioxide highest in the Airbus 320.
The DC-9, which does not use recycled air, had the highest average
range of relative humidity.
EFFECTS OF IAQ ON OCULAR
HEALTH
Reduced or altered tear production may cause dry eye irritation in
a low h u m i d i t y environment. High
temperature and carbon dioxide in
the environment in both offices and
especially aboard aircraft may also
cause ocular discomfort.
It has been well established that
people working with video display
terminals (VDTs) are subject to
greater ocular surface exposure and
blink less frequently, leading to dry
eye irritation (6). Computers are
used frequently aboard aircraft.

Soft contact lenses contain tear
fluid and have water content ranging from 38% to 77%. The higher
the water content, the greater the
evaporating of tear fluid from the
lenses. Thin contact lenses dehydrate faster than thicker lenses (7).
People working on computers,
with a medical history of dry eyes,
and wearers of contact lenses may
have to use lubricating eye drops
frequently in the office or aboard
aircraft, especially on long flights.
Health care practitioners should
advise their patients at risk of developing dry eye irritation and recommend that their patients instill
ocular lubricants frequently on long
flights.
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THE SECONDDEGREE PHYSICAL
Are we, as Flight Surgeons,
serving our patient-pilot
population well — or are we
only certifying them?
BY JAMES ALMAND, MD

H

AVE YOU EVER wondered in your
pilot's examination what his
health future might hold? Is your
exam likely to foresee any future disease or disability? Can your exam reliably cover these questions or probabilities? Is your exam a second-class
(or 2"d-degree) exam?
Look at today's (or yesterday's)
literature. Pilots die primarily from
• Cardiac disease
• Cancer
• Strokes

The statistics show that they die
at relatively equal ages with the nonflying population! Can we, as the
"Flight Doc," help these statistics?
What is your FAA obligation?
What is your physician duty?
Can these two factors be joined?
Consider your average Class-I
Airline Transport Pilot. You see him
every six months. He is a typical
Type-A person (expects to live forever), and no other physician sees
him - ever—but you, in spite of
your encouragement. He is now age
50+, with 4-thousand hours, passes
his exam for FAA well, etc., etc. But
have you done all he needs?
Therein emerges the subject: Are
we as Flight Surgeons serving our
patient-pilot population well, or are
we only certifying them? Would a
few questions asked or a few extra
s u g g e s t i o n s benefit the pilot's
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future health? No doubt!
And then the questions of the
"Age 60" and the closure of his flying career (for most) develop and
often his regular exams. Can we as
Flight Surgeons develop a better
pilot/physician relationship for preventative health? YOU BET!
All physicians are well trained in
all specialties. Flight Surgeons are
highly trained in aviation medicine,
and our Hippocratic oath suggests
we do the best for ALL patients, as
human beings (and pilots) so...
The routine FAA exam is relatively "bland" and not truly a preventative medicine profile. For example, family health, labs, lipids,
stress tests, EGD, colonoscopy, or
even stool for occult blood. Do you
emphasize these in your practice for
all patients — or pilots? Your opinions are welcome!
FP

'CAMA SUNDAY' REPORT
With current JAA policy allowing certification for airline transport operations beyond age 60, and the efforts
of others who strive to change the rule, there will be
increasing attention to this issue in the US.
BY JACK HASTINGS, M.D.
A

T

THE A N N U A L

SCIENTIFIC

. / V m e e t i n g of the Aerospace
Medical Association (AsMA) held
in Anchorage this past May, the
CAMA Sunday topic was "Age 60:
The Winds of Change." The presentations and discussion were excellent,
and they were also timely since at that
meeting AsMA adopted a position
paper stating that age alone should
not be the sole determinant of medical certification beyond age 60.
The first presenter was Captain
Peter Neff of America West, who
reported on a survey of experienced
and senior AME attitudes toward
the Age 60 Rule. Most favored a
change in the Rule.

The second speaker was Ken
Edgington, former Chief Aviation
Medical Officer for the Civil Aviation Authority in the United Kingdom. He gave a fascinating discussion of risk analysis and presented
current views in the UK and in
Europe (Joint Aviation Authority,
JAA) that allow flying in air transport operations beyond age 60.
The third speaker was Robin
Wilkening, who published an indepth analysis of the evolution of
the Age 60 Rule in the AsMA journal in recent years. She pointed out
that the decision was politically
based, rather than stemming from
scientific principal or data.

The final speaker was Samuel
Woolsey, retired airline captain and
attorney, who discussed the legal
ramifications and implications of
the rule.
Following the presentations,
there was lively and spirited debate
between opposing views.
With current JAA policy allowing certification for airline transport operations beyond age 60, the
recent AsMA adoption of a position paper favoring change, and the
efforts of US pilots who strive to
change the rule, there will be increasing attention to this issue in
the US.
Next year, CAMA Sunday will be
held in Kansas City and will deal
with the topic of Evidenced-Based
Medicine in Aviation, another fascinating topic. I hope for great attendance from CAMA members.
FP
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NUTRITION, OBESITY, AND AVIATION
MEDICINE, PART
BY DAVID BRYMAN, D.O., SENIOR AVIATION MEDICAL EXAMINER
AND BOARD-CERTIFIED BARIATRIC PHYSICIAN

June 2004

This is the third article of a three-part
series. The series has addressed the growing concern of obesity in aviation medicine. The first article discussed the prevalence of obesity in our country and fo-

T

HERE IS C O N S I D E R A B L E
confusion regarding the use
of medication in the treatment of obesity. Many physicians are
h e s i t a n t , fearful, or simply not
trained in the use of anorectic
medication.
The fen/Phen fiasco certainly
wasn't a confidence booster for most
physicians who did treat obesity in
their practice. However, patients who
have a BMI greater than 30 are at
greater medical risk from their excess
weight than they are from medication side effects. Many patients with
a BMI greater than 30 have a 30%
shorter life expectancy, making medical intervention necessary.
As a board-certified bariatritian
and board member of the America
Board of Bariatric Medicine, I have
considerable experience using medication to treat obesity. Like all treatment modalities, medications have
risks and benefits. If used responsibly and carefully, the risks are
minimal.
In general, medication for obesity
should be used in patients who have
a BMI greater than 30. If the patient
has two or more co-morbidities such
as diabetes, hyperlipidemia, sleep apnea, or hypertension, treatment is
recommended for a BMI greater than
27. Physicians must do a thorough
history and physical, including an
EKG and lab work. I have all my
patients sign an informed consent
prior to administering medications.
I also spend a considerable amount
of time discussing the potential risks
and benefits of the medications.

cused on its consequences to the obese
Screening patients for substance
abuse/dependency and psychological
disorders such as anorexia, bulimia,
and depression is also important.
Generally, patients with these disorders should not receive anorectic
meds.
Medication is only an adjunct to
a comprehensive bariatric program,
not a replacement for h e a l t h y
lifestyles. A comprehensive medical

THE OPTIMAL BMI TO
AVOID CARDIOVASCULAR
RISK IS 22.6KG/M2 FOR
MEN AND 21.1 KC/M2
FOR WOMEN.

weight loss program utilizes a nutritionist, counselor, exercise trainer,
and a knowledgeable and dedicated
support staff.
Treatment is tailored to the individual patient; therefore, results
are variable. The patient's history
and physical exam provide the bluep r i n t for a weight loss regimen.
Life-long obesity requires a different recipe t h a n a young, postpartum mom who is struggling to
loose the last ten pounds. Recent
weight gain from inactivity secondary to physical limitations requires
yet another treatment plan.
Body composition determines
who should be treated and how long
they should be treated. In general, if
the lean body mass is less than 50%

pilot. The second article addressed dietary treatment for patients who have a
body mass index (BMI) less than 27.
This article will discuss medical and surgical treatment options for obese patients.

of the total body weight, effective
treatment takes longer. This is mainly
because of their decreased ability to
effectively burn fat. Remember, every pound of muscle burns approximately 70% more calories than every pound of fat. Therefore, those
who have a leaner body composition
tend to be more successful.
Based on the current literature, my
recommendation is to treat obese patients with medication until they
loose 10% of their starting weight.
Then, maintain this weight for at
least two years. For example, a patient who initially weighs 260 pounds
uses medication as an adjunct until
they reach 234 pounds. They should
maintain 234 pounds for two years.
To most people, a 10% weight reduction seems like a very small amount.
However, studies show that even this
small reduction improves co-morbid
conditions and increases life expectancy. Of course, if patients are doing
well and would like to continue with
their weight loss, they are encouraged
to do so.
A 10% weight loss improves sleep
apnea and decreases arthralgias by
50%. It reduces blood pressure, improves diabetes, and reduces the risk
for cardiovascular disease. An 11Continued next page
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pound weight loss has the same effect
as taking an antihypertensive medication. Most patients can discontinue
their antihypertensives after losing 22
pounds. Obese persons who successfully reduce their weight by 20% also
decrease their cardiovascular risk by
40%. The optimal BMI to avoid cardiovascular risk is 22.6kg/ m2 for men
and 21.1 kg/m 2 for women.
For patients who have Type-2 diabetes, losing just 2.2 pounds increases
their survival by 3-4 months. A 22pound weight loss could restore 35%
of their reduced life expectancy. A loss
of 15-30 Ib (10%) in obese subjects
reduced glucose by 29 mg/dL and
HbA,c by 1.1%. Further health benefits revealed that losing 10 pounds
(5%) reduced diastolic blood pressure
by 5% and losing six pounds (3%) in
obese men decreased total cholesterol
by 17%, LDL-C by 9%, and triglycerides by 35%.
Weight reduction's beneficial health
effects are well established. But how
long should it take? A reasonable goal
is to loose weight over a six-month
period. But once again, the results will
vary depending on body composition.
If a thorough history and physical
exam suggest that medication is appropriate for your non-pilot patient
(or a non-flying pilot), I would typically start with a sympathomimetic
like phentermine or phendimetrizine.
Allow the patient one drug-free week
for every four weeks of treatment.
Change the medications every three
months. For those patients who have
a high failure risk, sibutrimine can be
used for one year, or longer if needed.
These medications are not approved by the FAA, and pilots cannot
fly while taking them. The only medication approved for flying is orlistat.
Unfortunately, 1 have not had very
good results with this medication.
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Side effects associated with these
medications are rare but may include: tremor, insomnia, elevated
blood pressure, over stimulation,
and elevated heart rate.
Primary pulmonary hypertension
(PPH) is very rare. Its incidence in
the general population is 1-2 per
million and usually associated with
emphysema. Patients taking Redux
and fenfluramine had a resurgence
of 23-46 per million. To date, there
are no reports of PPH in patients
taking sibutrimine. It is very rare
with phentermine monotherapy.
If your patient's BMI is greater
than 40, or if they are more than 100
pounds overweight with a lean body
mass of less than 50%, medical management is usually unsuccessful. In
these cases, surgical intervention
may be more appropriate. (See the
Bariatric Surgery article on page 4
for more information).
Summary
> Obesity in the United States
affects 1 in 3 adults,
> costs us $117 billion every year,
> causes 50-100% chance of premature death, and
> is responsible for more t h a n
300,000 deaths per year.
Obese and overweight pilots are
more apparent to all of us. Obesity
cannot be treated with diet alone. A
combined medical treatment plan of
diet, exercise, behavior modification, medication, and perhaps surgical intervention improve the success rate.
Understanding this disease and its
appropriate treatment will ensure
better health for our pilots and safety
for the flying public.

FAA VS. JAA
Parochial training regulations are
creating turmoil in the international
helicopter industry.
BY IAN PARKER

T

HE MAIN PURPOSE OF the FAA,
JAA, CAA, and any other aviation regulator is to protect the public.
When members of the public get on a
helicopter, they expect the highest
standards of manufacturing and maintenance of the machine, and training
of the pilot.
What they don't expect is for
those standards to be widely different, depending on where they happen to be in the world. Surely, there
are no major differences between the
United States and Europe? Well, in
training there are, even though we're
in the 21st century.
After more than 100 years of aviation,
why are there such differences in training? The honest answers are differences
of opinion and interpretation, vested
interests, and resistance to change.
One of the main aims of the JAA
and FAA in recent years has been to
harmonize rules in Europe and the
United States. But this often means
that Europe has to accept less rigorous training (unpopular with the authorities) or the United States has to
accept more rigorous training (unpopular with students). Moves in either direction towards uniformity are
more difficult to achieve than first
thought—everyone likes the idea, but
no one wants to give ground.
Continued on page 16

ACRONYMNS
CAA
FAA

FP
ICAO
JAA

Civil Aviation Authority
Federal Aviation
Administration
International Civil
Aviation Organization
Joint Aviation Authority
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The problems are felt most by student pilots and organizations that
train students for licenses from more
than one nation or region. Most
countries in Europe frequently have
bad weather, so students from those
nations may want to train in better
climates such as Spain, Australia,
South Africa, or the "Sun Belt" of the
United States. Training in Europe
also tends to be more expensive.
Most pilot licensing systems are
based on ICAO Annex 2. The JAA and
FAA systems certainly are—and yet
their respective regulations contains
large differences, particularly in theory
training and examinations. Flight
training differences are less startling.
The United States and European
training regulations for private licenses are fairly similar and follow
ICAO requirements quite closely. The
JAA requires five hours of training by
sole reference to the instruments, but
no night flying. The FAA requires
some night training, but no instrument training. Minimum flight training for a US private pilot's license is
40 hours, but in Europe it is 45 hours.
For a JAA commercial license, an
integrated training approach is allowed that results in the student gaining a commercial license without getting a private one along the way. The
FAA does not recognize integrated
training for a commercial rating. Students qualify for a private license and
build time until they have achieved
the minimum number of hours and
the competence to attempt a commercial check ride. The JAA calls this
the modular approach.
The FAA requires 150 hours before the check ride is attempted,
whereas the JAA requires 185 hours.
If the JAA integrated route is taken,
fewer hours are required because they
are all structured training flown either dual or under the supervision of
a Qualified Helicopter Instructor.
George Bedford, head of training/

16
JAA programs at Helicopter Adventures in Florida, said this route "is
very effective and it is my belief that
a more competent pilot will result."
It is in ground training and examinations that the most significant differences, and therefore the most arguments, occur. Both the FAA and
JAA examine the same areas, but the
JAA requires a much greater depth
of knowledge. For a European Air
Transport Pilot license, 14 examinations must be taken over four days.
The US exam is done in a couple of
hours in front of a computer with
virtually no formal ground teaching
required.
Bedford said, "Having now experienced both systems, I would suggest that what is required is something between these two extremes;
knowledge should be taught and examined a bit more thoroughly than
the FAA requires, but there is a lot of
unnecessary stuff in the JAA syllabus
that could well be omitted."
The international nature of largescale, fixed-wing flying has led to a
situation in which pilots with a national license can fly an aircraft registered in that country pretty much
anywhere in the world. The most difficult problems occur when you want
to fly, and get paid for operating, aircraft of another country. And these
problems essentially deal with immigration. Particular difficulties may be
met in trying to enter the United
States as a foreign national to fly commercially.
The difficulty in getting a commercial license validated to fly aircraft
elsewhere depends on where you are
going to or coming from. Getting a
European license validated in the
United States is likely to be a lot easier
than the reverse. It does not matter
much where you accumulated the
flight time. It is the written examinations that differ widely.
If and when the FAA and JAA are
completely harmonized on licensing,
the way will open for a totally international license. But it may be a while
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coming because any harmonization
will occur by small, incremental
steps. The advantage to helicopter
pilots will be the opportunity to train
where the weather and prices are most
suitable. Even so, regions may well
require add-on training for operations in unusual environments such
as mountain, polar or tropical areas.
European Helicopter Association
advisor Charles Schmitt told Rotor &
Wing, "We have to look at things on
a worldwide basis. We cannot continue with trans-Atlantic exchanges.
We must adapt ICAO rules to make
them acceptable on a world basis. In
Europe, the student can start the air
transport pilot license process from
day one. In the US, the philosophy
is generally to aim for a private pilot
license first. We need to go one way
or the other. We have to rationalize
the ground exams through ICAO; it
is they who should set the standard.
We have to solve the problems
through ICAO."
Schmitt used to run Heli Union's
training school, one of the largest in
the world (some 45 instructors and
125 students). He has been in the
industry for 50 years.
Aviation authorities are civil service organizations, and it is important to understand their culture. First,
they are not in a competitive environment (wouldn't it be fun if there
were two FAAs and you could choose
to deal with the one that served you
best?). Second, they are conservative
by nature (did someone say resistant
to change?). And third, they protect
their own turf (there would be only
one world licensing body).
Gentle but long-term pressure by
the industry and lots of patience are
the requirements that will lead us
toward the ultimate goal of international licenses. This is the ideal; but
then, ideals are like the stars—we may
never reach them, but we can steer
our course by them.
FP
Used with permission from Access Intelligence, LLC.
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MEMBERS 'GONE WEST'

CAMA
ERHARD
WELTIN

MEMBER
KNIGHTED
ALBERT VAN DER WAAG Jr., M.D.,
CAMA Board member for many
years, was recently honored by Her
Majesty Queen Beatrix of the
Netherlands with a Knighthood.
A resident of the Dutch West
Indies, Dr. van der Waag received
the title of Knight in the Society of
Orange Nassau because of his
work on St. Maarten, Saba, and
St. Eustatius (all three small islands in the Caribbean Sea that
belong to the Netherlands Antilles) and his work in Bangladesh.
He has been very active over
the last 29 years as f a m i l y
practioner, aviation medical examiner, and he has worked for
many local organizations such as
the Red Cross, Family Planning,
Hospitals, and Regional Health
Care Services.
Dr. van der Waag has been a
pioneer for aviation medicine on
the Caribbean Islands since 1978.
Congratulations, Sir Albert,
and keep up the good work.
FP

Visit CAMA's Web Site
www. civilavmed. com
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The world has lost another great
physician pilot, and we pause to pay
tribute to him.
Dr. Erhard Weltin was an active
member of the Civil Aviation Medical Association in Austria. He was
born January 6, 1927, in Vienna. He
received his doctor's degree at the
University of Vienna in 1955. The
following four years he worked as an
Emergency Room doctor with the
ambulance and the Red Cross.
Dr. Weltin was a leader in the field
of aviation medicine in Austria. He
taught at the Flight Medical Institute
of the Air Force at Furstenfeldbruck.
He was the founder of the Austrian Flight Medicine in the
Bundesamt for Civil Aviation, today,
Austro Control. From 1979 to when
he died, he was an FAA senior aviation medical examiner, and from
1992 on was an AME for Canadian
Civil Aviation Medicine.
His family, medicine, and aviation
were his loves. He was dedicated to
his patients and pilots, devoting
much time to them and their problems. He was engaged in social welfare, especially for the SOS Children's
Villages and other institutions caring
for the poor. He was a true physician
dedicated to helping those in need.
His son, Johannes Weltin, M.D., has
followed in his footsteps and practices in Monsey, N.Y.
Dr. Weltin was a member of the
Aero Club of Austria, a member of
AOPA, and a licensed pilot in glider
and powered aircraft.
Dr. Erhard Weltin was well known
by many m e m b e r s of CAMA.
CAMA wishes to extend its condolences to his family and his many
patients. He was a physician who
dedicated his life to helping others,
and he will be missed. —Jim Harris

HARRY PITTS
HOFFMAN
Harry Pitts Hoffman, M.D.,
MPH, of Zephyr Cove, Nevada,
died May 11, 2004, in Sacramento,
Calif. He was 61 years old.
Dr. Hoffman was born in New
B e r n , N.C., was raised in
Bloomsburg, Pa. Dr. Hoffman was
a graduate of the U.S. Naval Academy. Following several tours of duty
as a Navy pilot in Viet Nam, he returned to Philadelphia and graduated from Hannehman Medical
School. He held a dual designation
as a Naval Flight Surgeon-Pilot for
18 years.
Dr. Hoffman resumed his military service and retired as an Air
Force Lt. Col. In his retirement, he
enjoyed managing Web sites for his
high school class, Naval Academy
Class, and several professional organizations. He was on the editorial board of the Electronic Journal
of Surgery and Specialistic Medicine,
a member of the MENSA Society,
the Aerospace Medical Association,
the International Association of
Military Flight Surgeons/Pilots, the
Civil Aviation Medical Association,
and a past member of the Association of Military Surgeons of U.S.
SAFE Association, the Society of
U.S. Air Force Flight Surgeons, the
Society of U.S. Navy Flight Surgeons, and the Society of Experimental Test Pilots.
Dr. Hoffman had several papers
published in the Naval Institute
Proceedings and in Naval technical
publications.
— Patrick Regan
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Stanley Adkins, M.D.
1340 East County Line Road, Suite R
Indianapolis, IN 46227
Phone: 887-7067
Internal Medicine
Pilot
AME
Jibrin Alhassan, M.D.
BOQ 13 Mogadishu Cantonement
Asokoro, Abuja
Phone: 002-34-8035-010276
Family Practice
Pilot
AME
Michael Bagshaw, M.D.
3 Bram ley Grove
Crowthorn, Berkshire, UK
Phone: 44-1-344-775647
Aviation Medicine
Pilot

AME

Brett A. Banks, D.O.
5137WestWikieupLane
Glendale, AZ 85308-5061
Phone: 623-376-7084
Medical Student
Robert A. Breffelh, M.D.
9509 Whitewater CT.
Juneau, AK 99801-8757
Phone: 907-58602700
Ophthalmology
Pilot

Hiddc Deketh, M.D.
Mullet Bay Clinic, P.O. Box 964
Sint Maarten, Nerherland Antilles
Phone: 00599-545-3226
Family Practice
Pilot
J. Robert Dille, M.D.
335 Merkle Drive
Norman, OK 73069-6429
Phone: 405-329-2936
Aviation Medicine
Pilot
Kevin Dief, M.D.
20295 Howlequin
Dixon, MO 65459
Phone: 513-336-0120
Family Practice
Susan L. Evers, M.D.
204 East Santa Fe Street
P.O. Box 119
Toluca, IL 61369
Phone: 815-452-2329
Family Practice
Jay Gruhlkey, M.D.
P.O. Box 913
San Marcus, TX 78607-0913
Phone: 512-396-2125
Family Practice

Michael Austin Healey, D.O.
10240 North 19lh Avenue
Phoenix. AZ 85021-1945
Phone: 602-943-9150
Medical Student

AME

AME

Greg Hill, M.D.
Michigan Avenue, Suite 270
Logansport, IN 46947
Phone: 574-722-4921
Family Practice
Pilot

AME

Susan Lewinski, M.D.
2404 Charles Street
Rockford, IL 61108
Phone: 815-391-7960
Family Practice
Gary D. Lovell, D.O.
1102 West Main , P.O. Box 310
Henryetta, OK 74437
Phone: 918-652-9614
Family Practice
Pilot

AME

AME

AME

AME

AME

AME

William D. Loweryjr., M.D.
2331 Winchester Road
Albany, GA 31721-9257
Phone: 229-883-3402
Neurosurgery
Pilot

AME

AME

AME

AME

Kathie E. McAlpine, M.D., MPH
30953 Ruby Ranch Road
Evergreen, CO 80439-7842
Phone: 303-526 9059
Medical Research
Pilot
Vincent Meyer, M.D.
418 Geyser Road, Suite 14
BallstoiiSpa, NY 12020
Phone: 518-584-5331
Family Practice
Pilot
Bryan D. Miller, M.D.
434 South 1s1 Avenue, Suite 300
Hillsboro, OR 97123
Phone: 503-648-8210
Family Practice/Occ. Med. Pilot
Adriana Marquez, M.D.
CRA. 55 #80-238
Barranjuilla, Columbia SA
Phone: 57-5-358-0813
Family Practice

(Catherine R. Newcomb, M.D.
21340 Beaver Court
Groveland, CA 95321
Phone: 204-962-4611
Internal Medicine
AME
Mark Nugent, M.D.
7215 Covered bridge Drive
Austin, TX 78736
Phone: 512-394-9936
Family Practice
Pilot

Stephen D. Hennessey, M.D.
315 Wendell Avenue, Suite 5
Lewistown, MT 59457
Phone: 406-538-6262
General Surgery
Pilot

Doyle K. Lansford, M.D.
2720 East Seeton Road
Grand Prairie, TX 75054-6711
Phone: 817-453-0023
Family Practice
Pilot

Douglas R. Burnett, M.Ed.
P.O. Box 1457
Norman, OK 73070-1457
Phone: 405-954-6214
Medical Education
Philip W. Buys, M.D.
829 Primula Road, Box 39298
Moreletapark,
Pictoria, South Africa
Phone: 27-12-998-5938
Aviation Medicine
Pilot

NEW MEMBERS

AME

AME

AME

AME

Robert M. Roeshman, D.O.
1259 South Cedar Crest Blvd., Suite 230
Allentown, PA 18103
Phone: 610-820-9668
Neurology
Pilot
AME
Renee Roy, M.D.
10002 Southeast 15 th Street
Midwest City, OK 73130-5626
Phone: 405-732-2299
Family Practice

AME

H. Philip Sachs, M.D.
754 Cherokee Street
Marrietta, GA 30060
Phone: 770-428-8118
Family Practice

AME

Pilot

Uma Savanoor, M.D.
7227 Saint Roberts Lane
Toledo, OH 43617
Phone: 419-841-8147
Family Practice

AME

Rita E. Schindeler-Trachta, D.O.
4007 James Casey Street, Suite C250A
Austin, TX 78745
Family Practice
AME
Warren E. Stadler Jr., M.D.
P.O. Box 68-1599
Park City, UT 84068-1599
Phone: 435-649-4975
Physical Medicine/Rehab. Pilot

AME

Derrill Stuart, M.D.
11937 ST. HWY271
Tyler, TX 75708-3154
Occupational Medicine

AME

Pilot

Rufino G. Talatala, M.D.
3730 North Josey Lane, Suite 104
Carrollton, TX 75007
Phone: 972-492-0520
Internal Medicine

AME

Ata Ulhaq, M.D.
3845 Elwood Road
Newcastle, PA 16101
Phone: 724-971-7152
Occupational Medicine/Emergency AME
Mark C. Williams, M.D.
Burnet-Croom-Lincoln-Paden Clinic
405 Buttercup
Mountain Home, AR 72653-2910
Phone: 807-481-6887
Family Medicine
Pilot
AME

/7,/CT/TPHYSICIAN

19

George B. Zeiner, M.D., MPH PROFILES: NEW MEMBERS
Medical Director
Occupational Health Services
Reading Hospital &Medical Center
1000 Tuckerton Court
Reading, PA 19605

Born and raised in northern New
York State, Dr. Zeiner left following graduation in 1965 from Albany Medical College, Albany, NY,
to join the US Air Force. He was
residency-trained in Aerospace
Medicine at Brooks AFB and
worked as a Flight Surgeon his entire Air Force career, retiring in
1986 as Chief, Aerospace Medicine
Consultants' Division of the USAF
Surgeon General's Office.
His career included assignments
as a medical inspector, medical advisor to the Life Support SPO,
Deputy Surgeon for the AF Logistics command, and Hospital Commander at Nellis Air Force Base,
NV. While assigned to Nellis, he
was made an honorary graduate of
the USAF Fighter Weapons School,
the first individual in its history to
be so honored.
Dr. Zeiner's second career began
in Lafayette, IN, where he first
worked for ALCOA's Lafayette
plant and then in private practice
doing Occupational Medicine and
AME work. In 1991, he returned
to the East Coast to become Medical Director of Boeing Aircraft's
Helicopter Division in Philadelphia, PA. After seven years at
Boeing, he left to establish the Occupational Health Program for The
Reading Hospital and Medical
Center and became its first Medical Director. His redesignation as
an AME will add Aerospace Medicine to that program.

David G. Patterson, D.O.
25620 Gibraltar Rd.
Flat Rock, MI 48134
(734) 789-9355
I went for AME training in
Oklahoma City in March, and I
had a great experience. Aviation
medicine is very interesting. Over
the years, some of my best patients
have been recreational pilots. Many
have asked, "Doc, can you give me
my pilot physical?"
I'm a board-certified family
practitioner in Flat Rock, Michigan. I've been in private practice
since 1998. We're a family-oriented
practice with three family practitioners (my wife being one of them)
and an Ob/gyn. We enjoy taking
care of hard working, patriotic,
honest Americans. I think pilots
will fit into our practice like a glove.
1 was raised in Illinois. My father
is a Lutheran pastor and my mother
is a school teacher. I majored in premed and English at Augustana College in Rock Island, IL.

Basavara I. Mutnal, M.D.
Paragon Health PC
Mutnal Medical Center
Three Rivers, MI 49093
(269) 279-2120

June 2004

During college, I served in the
Navy Reserve as a Hospital Corpsman attached to the Marine 4th
FSSG. I met my future wife, Michelle
Chartier, in medical school. We're
alumni of the Kirksville College of
Osteopathic Medicine in northeast
Missouri. She has a large family in
the Detroit area. With the help of
Henry Ford Health Systems, we established ourselves in Flat Rock (future home of the Ford Mustang). Flat
Rock is located between Detroit, Toledo, and Windsor. It's one of the fastest-growing cities in Michigan.
We both belong to the Flat Rock
Rotary Club. We have four young
children: Luke (age 8), Reine (6),
Josephine (3), and Zachary (1). Luke
plays hockey and baseball. Reine and
Josephine are involved in gymnastics.
After meeting some physician pilots
at the Oklahoma City seminar, I have
put "obtain pilot's license" on the list
of my five-year goals. Our family
enjoys traveling, and I have gained a
new appreciation of airline safety. We
also hate traffic jams, especially when
we drive to Northern Michigan in the
summer!

• In Internal Medicine, solo practice since 1978, charity work with
Riverside Clinic.
• Affiliated with Three Rivers
Health and Sturgis Hospital.
• Board certified in ABIM and
ABQAURP.
• Fellow of ACP.
• Member of AMA, ACP, MSMS,
ABQAURP, AOPA, FPA.
• Pilot for 15 years, with MEL,
Instrument ratings, owner of Seneca III.
• Spouse, Lalitha, is an anesthesiologist and son, Amar, is a second-year med student at the University of Michigan.

On The Horizon
AEROSPACE MEDICAL ASSOCIATION
ANNUAL MEETING SCHEDULE

FAA AVIATION MEDICAL EXAMINER
SEMINAR SCHEDULE
2004

May 8- 12,2005.

Kansas City, Missouri

CIVIL AVIATION MEDICAL ASSOCIATION
ANNUAL MEETING SCHEDULE
October 6- 10,2004
October 5 - 9 , 2005 .

October 4 - 8, 2006 _

. Omaha, Nebraska,
Marriott Omaha Hotel
_ Charleston, South
Carolina
Renaissance Charleston
Hotel Historic District
. Ottawa, Canada, Ottawa
Marriott Hotel

ALASKA ADVENTURE

LEFT: During the recent meeting in Alaska, held
in c o n j u n c t i o n with the Aerospace Medical
Association's annual meeting, encounters with the
critters were recorded. Dr. James Almand, Jim and
Sammie Harris "sighted" two beautiful specimens
of (stuffed) Alaskan bears and were impressed.
RIGHT: Also encountering a stuffed specimen was
FAA Southern Regional Flight Surgeon Dr. David
Millett.
For information about what actually transpired
at the CAMA Sunday meeting, see the report by Dr.
Jack Hastings on page 13.

July 9-11

Denver, Colo.
Aviation Physiology/HF

August 6-8.

McLean, Va.
Ophth/Otolaryn/Endocrin

September 13-17

Oklahoma City, Okla.
Basic

November 5-7

Tampa/Ft. Lauderdale, Fla., area
Neuro/Psychol/Phy

November 15-19

Oklahoma City, Okla.
Basic

2005
January 21-23

Irvine, Calif.
Neuro/Psychol/Phy

February 4-6

Austin, Tex.
Cardiology (date is tentative)

March 14-18

Oyahoma City, Okla.
Basic

May 8-12.

. Kansas City, Mo. (AsMA)
Ophth/Otolaryn/Endocrin

June 13-17.

_ Oklahoma City, Okla.
Basic

July 15-17 .

_ Bellevue, Wash.Neuro/Psychol/Phy

August 5-7 _

.Boston, Mass.
Cardio

September 12-16 _ Oklahoma City, Okla.
Basic
November 18-20 _ Savannah, Ga.
Aviation Physiology/HF
For information, call your regional flight surgeon. To
schedule a seminar, call the FAA Civil Aerospace
Medical Institute AME Programs Office ( 405) 9544830.

